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Abstract 

Background: Injections of local anaesthetic to the 
palate are well known to be poorly tolerated. The 
absolute requirement of a palatal injection for the 
removal of maxillary third molars has never been 
investigated. The aim of this study was to document 
the current practice of palatal anaesthesia for 
extraction of these teeth with local anaesthesia as 
practised by oral and maxillofacial surgeons. 
Methods: A postal survey was sent via the 
ANZAOMS office to all oral and maxillofacial 
surgeons who were members of the Australian and 
New Zealand Association, a total of 131. A response 
rate of 64 per cent (n=84) was achieved. The 
frequency of administration and the factors that 
determined the decision to administer a palatal 
injection were assessed, as well as the methods 
employed for reducing the injection discomfort. 
Results: The majority (77 of the 84) “always” gave 
a palatal injection for the removal of maxillary third 
molars, four respondents administered an injection 
“most of the time”, and two respondents 
“occasionally”. Significantly, one respondent 
“never” gave a palatal injection. The majority 
(76 per cent) utilized at least one adjunct in order to 
reduce the discomfort of the injection. 

Conclusions: The results of this survey suggest that 
for removal of maxillary third molars the 
requirement of the poorly tolerated palatal injection 
may not be absolute as conventionally taught and 
demonstrates the need for further investigation. 
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INTRODUCTION 

The removal of maxillary third molars is one of the 
most frequently performed procedures by practising 
oral and maxillofacial surgeons in Australia and New 
Zealand. 1 Indications for removal include active local 
pathology or its prevention. The most common 
pathological conditions are caries, over eruption with 
food impaction or cheek biting and recurrent 
pericoronitis; 2 prophylactic indications for extraction 
are more controversial. 3 

Conventional teaching dictates that for the removal 
of maxillary third molars 0.45 mL of anaesthetic 
solution should be administered as either a greater 
palatine nerve block or local palatal infiltration. 4 These 
palatal injections are consistently reported as being 
poorly tolerated by the majority of patients/' 7 
Malamed, when introducing palatal injections in his 
text, produces the following statement: “dental 
professionals advise their patients that they will feel 
‘pain’ rather than the more commonly used term 
‘discomfort’. Forewarning the patient allows them to 
become psychologically prepared and relieves the 
operator of responsibility when the pain occurs”. 5 
Indeed the administration of palatal anaesthesia is 
described as one of the most traumatic procedures in 
dentistry for the dentist giving the injection! 8 

Although conventional teaching dictates the use 
of palatal anaesthesia prior to the removal of 
maxillary third molars, no evidence exists as to current 
practice. Scant evidence previously existed in the 
literature to support the non-use of a separate palatal 
injection for maxillary third molars. 9 However, a more 
recent paper outlines a technique where this may be 
possible. 10 Significant personal experience of omitting 
this palatal injection existed to prompt this current 
investigation of contemporary specialist maxillofacial 
practice. 

The aim of this study was to determine the palatal 
anaesthesia regime for the removal of maxillary third 
molars as practised by oral and maxillofacial surgeons 
in Australia and New Zealand. 
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METHODS 

A one-page survey was mailed via the office of the 
Australian and New Zealand Association of Oral and 
Maxillofacial Surgeons (ANZAOMS) to all full 
members of ANZAOMS to determine the current 
practice of palatal anaesthesia for the extraction of 
maxillary third molars. The survey was directed 
towards the extraction of maxillary third molars 
removed with local anaesthesia only and without any 
additional sedation. Specifically, the questions 
addressed were to determine whether palatal injections 
were given routinely and if not what factors were 
important in determining this decision. The methods 
used to reduce the discomfort of this injection were also 
recorded. A single additional question was added to 
determine if the practice changed when additional 
sedation was administered. 

RESULTS 

Eighty-four of the 131 ANZAOMS members 
responded to the survey, a response rate of 64 per cent. 
As expected the majority (77 of the 84) “always” gave 
a palatal injection, four respondents administered an 
injection “most of the time”, and two respondents 
“occasionally”. Significantly, one respondent (not the 
authors) “never” gave a palatal injection for the 
removal of maxillary third molars. 

Of the six respondents who gave the palatal injection 
“occasionally” or “most of the time”, five made the 
decision to administer based on the pre-operative 
assessment of the extraction (i.e., tooth position, root 
morphology etc.). The other respondent gave it only 
when the patient indicated they were experiencing pain 
during the extraction. Pre-operative assessment of the 
patient’s anxiety was an additional factor for four of 
these six with three “more likely to administer” and 
one “less likely to administer” a palatal injection to an 
anxious patient. 

No adjunctive procedures for minimizing the pain of 
the injection were employed by 33 per cent of 
respondents (n=27). One respondent gave no injection 
and the remaining 76 per cent (n=56) utilized the 
following techniques: topical anaesthetic (n=33), 
30-gauge needle (n=23), pressure at or near injection 
point (n=10), slow administration (n=8). One 
respondent waited a minute after the buccal injection 
before giving the palatal and one respondent used a 
rapid administration technique. Two techniques were 
used concurrently by 18 respondents and three 
respondents used three techniques. No respondents 
used a computer controlled local anaesthetic delivery 
system (CCLAD). The use of 27-gauge needles was not 
included as an adjunctive technique as this is 
considered the standard for intra-oral use. The mean 
volume of anaesthetic solution delivered to the palate 
was 0.4 mL (0.05 to 1 mL). 

With the addition of conscious sedation, five 
respondents were “less likely” to administer a palatal 
injection, two respondents “more likely” with the 
remaining 77 “equally as likely”. 


DISCUSSION 

The anatomical description of the sensory 
innervation of the palate has led to the routine teaching 
of palatal anaesthesia for procedures involving 
manipulation of palatal soft or hard tissues, including 
removal of maxillary third molars. 11 In this survey, 
seven oral and maxillofacial surgeons (8.3 per cent of 
respondents) removed maxillary third molars at least 
occasionally without a palatal injection, with one not 
giving a palatal injection on any occasion. While it is 
not possible with a postal survey to assess the pain of 
those extractions performed without a palatal injection, 
the fact that a number of surgeons are omitting this 
injection for some patients does suggest that further 
research may be appropriate. 

The selection criteria utilized by the six respondents 
who occasionally omitted the palatal injection was 
interesting in that the majority (five of the six) selected 
on the basis of possible extraction difficulty, indicating 
that these respondents felt that in certain circumstances 
(i.e., simple extractions) the pain of a palatal injection 
was not justified. Furthermore, one respondent 
administered the injection only when the patient 
indicated that they were experiencing discomfort; it is 
not known whether this discomfort was greater than 
the additional discomfort of the palatal injection. 
Finally, the finding of one respondent extracting all 
maxillary third molars without ever administering a 
palatal injection raises the possibility that the injection 
may not ever be required. 

Four respondents indicated that their assessment of 
the patient’s anxiety was a factor in determining if they 
administered palatal injections. Three were more likely 
and one less likely to give a palatal injection if the 
patient was anxious. This raises an interesting question: 
is it better to administer an injection to an anxious 
patient when the injection itself will most likely be 
perceived as painful and thus increase their anxiety, or 
risk causing a small increase in the pain at the time of 
the extraction? The answer will he in a comparison 
between the pain perceived while undertaking an 
extraction without the palatal injection with the 
amount of pain of the palatal injection. Not 
surprisingly, research has shown that for many the fear 
of dentistry is closely associated with the intra-oral 
administration of local anaesthetics. 12 Indeed patients’ 
direct experience of dental injections is their most 
common source of dental fear. 13 Therefore, giving a 
painful injection to block a small amount of potential 
pain may not be the most comfortable manoeuvre for 
any patient, particularly the anxious patient. This is 
especially relevant considering the well-documented 
discomfort associated with palatal injections. 5 ' 7 

The individual surgeon’s buccal infiltration and/or 
extraction technique may be significant factors in 
influencing the patient’s level of extraction discomfort. 
The specific extraction technique utilized to remove the 
maxillary third molar was not asked in the survey. 
Flowever, removal of maxillary third molars typically 
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involves the use of elevators applied mesiobuccally with 
no contact of the palatal tissues. 14 This avoidance of 
direct instrumentation of the palatal tissues may in part 
explain why several respondents were able to achieve 
extraction without this injection. 

The anaesthetic agent utilized was not assessed. It 
has been claimed that articaine is better able to diffuse 
through soft and hard tissue, although this is not 
proven. 15 A recent study has demonstrated that 
maxillary teeth could be removed without a separate 
palatal injection when articaine was used as a buccal 
infiltration. 10 At the time of this current survey, 
articaine was not available for use in Australia. 

The majority of respondents (76 per cent) fully 
appreciate the degree of discomfort experienced by 
their patients during palatal injection as they utilized 
some form of pain reduction technique during the 
administration of these injections. Topical anaesthesia 
was the most commonly utilized technique despite its 
effectiveness in the palate being questioned. 16 Eutectic 
mixture of local anaesthetics (EMLA), however, when 
applied for five minutes has resulted in a significant 
reduction in the pain of palatal injections. 17 It is 
considered unlikely that any of the respondents utilized 
this regime as EMLA is not in common usage due to its 
expense and extremely unpleasant taste and a 5-minute 
application time by respondents is considered 
improbable. 

The second most commonly reported method of 
diminishing the pain of the palatal injection was the use 
of a 30-gauge needle. However, it has been reported 
that this technique offers no advantage over 27- or even 
25-gauge needles. 18 Malamed states that there is no 
specific recommendation for a 30-gauge needle. 19 

Interestingly, one respondent utilized the technique 
of waiting one minute from the administration of the 
buccal injection to allow for diffusion of local 
anaesthetic solution to anaesthetize the palatal tissue. 
This technique, previously described, 7 is supported by 
the description of the cortical bone over the tuberosity 
as thin and freely permeable. 20 This would obviously be 
contributory to greater palatal diffusion than in other 
areas of the maxilla. The extent of palatal anaesthesia 
by buccal infiltration has never been investigated. 

The CCLAD system has consistently shown in 
clinical trials to reduce palatal injection discomfort. 21 
This was not used by any respondent, probably due to 
this being new and expensive technology, as well as 
time consuming to administer. Slow rate of 
administration, the principle which the CCLAD is 
based upon, 22 was used by eight of the respondents. The 
single respondent who administered the solution 
rapidly in order to reduce discomfort was most likely 
acknowledging the pain of the palatal injection and 
simply trying to reduce the duration even though it is 
well accepted that rapid injection is more painful. 23 The 
“chasing technique” where the palatal tissues are 
approached through the interdental papillae after the 
initial buccal injection has taken effect, and well 


described as a method of painless palatal anaesthesia, 
was not utilized by any of the respondents. 23 

CONCLUSIONS 

This survey has shown that palatal injections are not 
routinely administered by all oral and maxillofacial 
surgeons during the removal of maxillary third molar 
teeth, contrary to their education and training. Most do 
attempt to reduce the pain of palatal injection, however 
the most commonly utilized techniques offer little, if 
any, proven benefit. Further research is required to 
assess the level of patient discomfort experienced 
during removal of maxillary third molar teeth without 
palatal anaesthesia before the routine use of this 
technique is aborted. 
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